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A B S T R A C T 
 
 
Context:  The significant impact of mental ill health in rural and remote Australia has been well documented. Included among 
innovative approaches undertaken to address this issue has been the Mental Health Academic (MHA) project, established in 2007. 
Funded by the Australian Government (Department of Health), this project was established as a component of the University 
Departments of Rural Health (UDRH) program. All 11 UDRHs appointed an MHA. Although widely geographically dispersed, the 
MHAs have collaborated in various ways. The MHA project encompasses a range of activities addressing four key performance 
indicators. These activities, undertaken in rural and remote Australia, aimed to increase access to mental health services, promote 
awareness of mental health issues, support students undertaking mental health training and improve health professionals’ capacity to 
recognise and address mental health issues. MHAs were strategically placed within the UDRHs across the country, ensuring an 
established academic base for the MHAs’ work was available immediately. Close association with each local rural community was 
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recognised as important. For most MHAs this was facilitated by having an established clinical role in their local community and 
actively engaging with the community in which they worked. In common with other rural health initiatives, some difficulties were 
experienced in the recruitment of suitable MHAs, especially in more remote locations. The genesis of this article was a national 
meeting of the MHAs in 2014, to identify and map the different types of activities MHAs had undertaken in their regions. These 
activities were analysed and categorised by the MHAs. These categories have been used as a guiding framework for this article. 
Issues:  The challenge to increase community access to mental health services was addressed by (i) initiatives to address specific 
access barriers, (ii) supporting recruitment and retention of rural mental health staff, (iii) developing the skills of the existing 
workforce and (iv) developing innovative approaches to student placements. Strategies to promote awareness of mental health issues 
included workshops in rural and remote communities, specific suicide prevention initiatives and targeted initiatives to support the 
mental health needs of Indigenous Australians. The need for collaboration between the widely dispersed MHAs was identified as 
important to bridge the rural divide, to promote project cohesiveness and ensure new ideas in an emerging setting are readily shared 
and to provide professional support for one another as mental health academics are often isolated from academic colleagues with 
similar mental health interests. 
Lessons learned:  The MHA project suggests that an integrated approach can be taken to address the common difficulties of 
community awareness raising of mental health issues, increasing access to mental health services, workforce recruitment and 
retention (access), and skill development of existing health professionals (access and awareness). To address the specific needs and 
circumstances of their community, MHAs have customised their activities. As in other rural initiatives, one size was found not to fit 
all. The triad of flexibility, diversity and connectedness (both to local community and other MHAs) describes the response identified 
as appropriate by the MHAs. The breadth of the MHA role to provide university sponsored educational activities outside traditional 
student teaching meant that the broader health workforce benefited from access to mental health training that would not otherwise 
have occurred. Provision of these additional educational opportunities addressed not only the need for increased education regarding 
mental health but also reduced the barriers commonly faced by rural health professionals in accessing quality professional 
development. 
 








The impact of mental health problems in Australia is greater 
among people living outside major cities, with access to 
mental health services in these regions known to be poorer 
than in metropolitan areas1,2. A number of factors contribute 
to this disparity including lower socioeconomic status, 
workforce shortages of specialised mental health 
professionals, attitudes to mental ill health and mental health 
literacy, longer distances between communities, poorer 
access to transport and prolonged drought and vulnerable 
industries/employment2-5. Program development and service 
delivery models that are designed for cities often neither 
adequately reflect rural and remote needs nor are readily 
translated well into rural and remote settings3. Innovative 
initiatives are required to meet rural and remote workforce 
shortages and improve rural and remote healthcare delivery. 
 
The development of the University Departments of Rural 
Health (UDRH) program in 1997 was one such initiative. 
Similar to the Rural Clinical School program that followed, 
UDRHs were developed as a workforce strategy to provide a 
focus on rural and remote health training and address the 
shortage of health practitioners in rural and remote 
Australia6. The UDRHs operate as rural or remote satellite 
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location(s) to major metropolitan universities with the 
intention of encouraging the emerging health workforce into 
practice within rural and remote locations. 
 
To address the specific deficits in mental health expertise in 
rural and remote locations, the UDRH Mental Health 
Academic (MHA) project was established in 2007. Additional 
funding was provided by the Australian Government 
(Department of Health) to support the appointment of 
MHAs. Each of the 11 UDRHs appointed an MHA. The aim 
of the MHA role was to improve the mental health status of 
rural and remote Australians through key activities set by the 
Department of Health (Table 1). 
 
The genesis of this article was a national meeting of the MHAs in 
2014 at which the MHAs sought to compare and contrast their 
varying roles in their respective regions by identifying the different 
types of activities they had undertaken under each key 
performance indicator (KPI). The identified activities were 
collectively analysed and categorised by the MHAs. The derived 
categories frame the present article, which includes examples of 
each type of activity. For example, for the increased access to mental 
health services KPI, the categories identified were workforce 
development, increased recruitment and retention, and direct 
clinical services. 
 
Distinctive characteristics of the MHAs’ role, as it has developed, 
can be identified. MHAs are university academics employed to 
meet four specific KPIs (Table 1). Effective delivery of these KPIs 
is facilitated by the background of those appointed to the MHA 
positions. Typically the MHAs have established connections to 
their rural or remote communities, often as both a health 
professional and participating community member, bringing 
knowledge of both local mental health needs and sensitivities 
pertinent to the provision of mental health in rural and remote 
areas. Some recruitment difficulties were experienced, especially 
initially and in more remote locations. MHAs come from a 
number of disciplines including psychology, mental health nursing, 
medicine and social work. In each location a range of initiatives to 
address the project KPIs have been undertaken. Examples are 
described in the following section. Typically these local initiatives 
are evaluated as part of an ongoing monitoring process and for the 
regular half-yearly report from each location to the Australian 
Government. Evaluation was limited by the absence of 
standardised measures applicable to the widely varied elements of 
the MHAs’ activities. 
 
Considering the difficulties facing rural and remote Australian 
communities in accessing mental health care, the MHAs play 
an important role: they are geographically located in rural 
and remote communities, they connect and engage with local 
resources, they provide a variety of services and they may 
assist in the development of intellectual mental health capital 
in regional, rural and remote Australia. 
 
The Mental Health Academic project 
 
MHAs are located at eleven rural and remote sites around 
Australia (Table 2). From its inception the MHA program has 
been collaborative. Despite the geographic distances between the 
locations of each UDRH, the commitment to the role is reflected 
in the initiative shown by the MHAs in establishing and supporting 
mutually common ground. Although the framework of the KPIs 
sets the foundation for the MHAs’ activities, each delivers activities 
addressing these KPIs in diverse ways, responding to individual 
community needs. A commitment to connect regularly was 
initially facilitated from within the informal MHA program 
network. This became a more formal structure within a national 
non-government organisation, the Australian Rural Health 
Education Network, as part of this organisation’s role to support 
UDRHs. This network promoted innovative local responses to the 





Activities undertaken by the Mental Health 
Academic project 
 
Increasing mental health recruitment and service 
access:  Limited access to mental health services in rural and 
remote areas is a significant contributing factor to the mental 
health inequalities experienced in those communities4. The 
negative cycles of 'maldistribution of resources, access to 
 
 
© James Cook University 2016, http://www.jcu.edu.au  4 
 
appropriate and timely services, burnout and training of 
health workers and the financial cost of dealing with crisis 
over prevention' combine to contribute to overall inequalities 
of service5. Rural and remote mental health inequalities are at 
least partly associated with reduced access to appropriate 
services, which are in turn linked to reduced availability of 
mental health professionals. 
 
Strategies that may address health workforce maldistribution 
have been identified in the literature. These include increased 
exposure to rural and remote clinical practice in 
undergraduate training using rural and remote clinical 
placements, financial remuneration to work rurally and 
remotely, and increased professional support7. MHAs have 
developed collaborative engagements with a range of locally 
based service providers to support workforce development8,9 
and increase the provision of mental health care by 
responding to identified barriers to access10. Table 3 shows 
examples of collaborative approaches to workforce 
recruitment and service access strategies. 
 
Improving retention and the mental health 
workforce capability:  Poorer access to mental health 
services in general, particularly in the specialty areas of 
mental health care, requires health professionals in rural and 
remote areas to widen their repertoire of skills11. The 
mainstreaming of mental health care has resulted in mental 
health issues being addressed in non-mental health settings, 
especially in rural and remote areas, highlighting the need to 
also improve the level of skill for both non-mental health 
professionals and community members who have closer 
association with people experiencing mental ill health12,13. 
 
The MHA has a significant role in providing education and training 
throughout regional, rural and remote Australia. Providing 
training that is accessible and affordable is an important element 
contributing to workforce retention14. The MHA role provides 
specialised training to the existing rural and remote mental health 
workforce but also to health professionals who are working closely 
with people experiencing mental ill health. This includes GPs, 
allied health professionals, generalist nurses and those working in 
emergency services. 
The MHA role is strategically placed within the rural or remote 
community to develop close collaborations and working 
relationships between agencies. MHAs respond to requests for 
training but are also in a position to identify and drive education 
dependent upon the community and workforce needs15. The 
diversity of the education provided by MHAs is demonstrated by 
the variety of teaching modes used (breadth), the educational roles 
undertaken (scale), the range of the audience participating in 
educational activities (scope) and the diversity of topics delivered 
(depth). Examples of education program provided by the MHA 
are reported in Table 4. 
 
Community awareness of mental health problems 
and suicide prevention:  Rural and remote areas are 
particularly vulnerable to stigmatisation and confidentiality 
issues around mental health16. The contrast between urban 
and rural and remote perspectives on stigmatisation and 
confidentiality surrounding mental health has been reported, 
with rural residence described as ‘physically distant but 
socially proximate’, impacting on the ‘silencing of mental 
health difficulties and the exclusion of people with mental 
illness in a manner more acute than in urban areas’17. 
 
Community mental health awareness programs have been 
routinely organised by MHAs with community awareness 
programs on suicide identified as an important MHA 
activity18. Typically these initiatives occur in collaboration 
with the local community (Table 5). 
 
Mental health and wellbeing of Indigenous 
Australians:  Nearly half of Australia’s Indigenous 
population live in rural and remote locations, experiencing 
high to very high levels of psychological distress and double 
the risk for suicide compared to the wider community19-21. 
Engagement with this population has been a crucial 
component of many MHAs’ workloads22. Addressing difficult 
issues such as mental health and suicide in all communities, 
including Indigenous communities, requires sensitivity, 
respect and trust23-26. The local connections, both pre-
existing and developed by the MHAs in the role, have been 
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Table 1: Key performance indicators for the mental health academic role 
 
KPI 1 Activities to materially increase access to mental health services for rural and remote Australians 
KPI 2 Activities to improve the ability of other health professionals to recognise and deal with mental health issues among their clients 
and patients 
KPI 3 Direct community engagement to increase the awareness of mental health issues among people living in rural and remote areas 
KPI 4 Activities in mentoring and supervising undergraduate and postgraduate students of mental health disciplines  
 
 
Table 2:  Location (states and territories of Australia) of mental health academics, university affiliation and 
geographic classification 
 
MHA location University ASGC† RRMA classification 
Lismore (NSW) University of Sydney and Southern Cross University RA 2 Inner regional 3 – Large rural centre 
Tamworth (NSW) University of Newcastle RA 2 Inner regional 3 – Large rural centre 
Moe (Vic.) Monash University RA 2 Inner regional 4 – Small rural centre 
Shepparton (Vic.) The University of Melbourne RA 2 Inner regional 3 – Large rural centre 
Warrnambool (Vic.) Flinders University and Deakin University RA 2 Inner regional 4 – Small rural centre 
Launceston (Tas.) University of Tasmania RA 2 Inner regional 3 – Large rural centre 
Broken Hill (NSW) University of Sydney RA 3 Outer regional 4 – Small rural centre 
Whyalla (SA) University of South Australia RA 3 Outer regional 3 – Large rural centre 
Geraldton (WA) University of Western Australia RA 3 Outer regional 4 – Small rural centre 
Mount Isa (Qld) James Cook University RA 4 Remote 6 – Remote centre 
Alice Springs (NT) Flinders University and Charles Darwin University RA 4 Remote 6 – Remote centre 
ASGC, Australian Standard Geographical Classification (Australian Bureau of Statistics). MHA, mental health academic. NSW, New South Wales. NT, 
Northern Territory. Qld, Queensland. RA, Remoteness Area (Australian Bureau of Statistics). RRMA, Rural Remote and Metropolitan Area. SA, South 
Australia. Tas., Tasmania. Vic., Victoria. WA, Western Australia. 
 
 





Increasing service access 
Small rural MHA liaison with regional health network resulted in the provision of direct client intervention 
sessions for people with mental illness not able to access regular services. 
Large rural Support development of a new regional perinatal mental health service providing previously 
unavailable specialised perinatal care. Partnership included Medicare Local and Private Hospital.  
Large rural Support the implementation of two Integrated mental health inpatient units and two community 
rehabilitation centres. Evaluation confirmed improved levels of mental health care identified across 
rural areas of state. 
Large rural International collaboration with the MHA demonstrated the cultural acceptability of an online gaming 
program to help rural Australian youth experiencing depression (ref. 10). 
Increasing mental health workforce recruitment 
Remote Organisation and supervision of non-clinical placements for fourth year psychology students during 
semester break offering a broad range of learning in remote settings; brokering then supporting the 
development of a youth mental health service. 
Large rural Collaboration with rural clinical school to provide co-supervision of psychology students resulted in 
increased employment of psychology graduates in rural locations. 
Small rural Nursing, social work, psychology and occupational therapy students undertook a one week vacation 
program experiencing various rural mental health roles. Increased interest in a mental health career 
and positively shifted attitudes towards working in the rural mental health sector identified (refs 8, 9). 
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Table 4:  Activities promoting workforce retention and supporting health workforce 
 
MHA location  
(RRMA classification) 
Activity description 
Small rural Mental health simulation training developed for medical and pharmacy students and, in collaboration 
with GP training network, mental health workshops for rural GP registrars.  
Large rural Cognitive behavioural therapy and compassion-focused therapy training provided; 75% of 
participants from rural communities.  
Remote Development and implementation of training to assist psychologists and mental health nurses become 
training supervisors, resulting in an increase of accredited supervisors for psychology (ref. 15) in 
remote locations. 




Table 5:  Activities supporting community mental health awareness 
 
MHA location Activity description 
Large rural Initiative to develop suicide intervention skills among mental health professionals and teachers 
undertaken.  
Large rural Local suicide intervention and life promotion group established, with a suicide prevention 
mapping workshop. Initiative continues as a community driven network. 
Small rural  Mental health first aid workshops for health staff, community members and secondary school 
teachers facilitated by the MHA for the past 5 years. 
Large rural Workshops for specific groups, including isolated farmers, teachers and members of men’s sheds 
(local social engagement between men), addressing mental health and chronic (physical) disease 
provided.  
Remote Community and remote town workshops addressing drought and depression – ‘tie up the black 
dog [of depression]’ and mental health first aid for non-health professionals; a blog developed to 
improve access to easily understandable information about mental health and wellbeing (ref. 18).        




Table 6: Activities targeted towards improving mental health of Indigenous Australians 
 
MHA location Activity description 
Large rural Aboriginal counsellors have been trained in cognitive behaviour therapy (ref. 22). In addition, 
over 50 health professionals (mostly Aboriginal) have been trained in e-social and emotional 
wellbeing strategies. Both these programs have involved extensive community engagement (ref. 
23). 
Remote Review of remote primary healthcare mental health guidelines for Aboriginal health practice; 
development of a patient-led mental health clinic using transdiagnostic cognitive therapy, with 
patient-led appointment scheduling in routine mental health practice, an approach that is well 
suited to remote communities (ref. 24).  
Small rural Service model developed for the early identification and treatment of Aboriginal men 
experiencing mental illness. Service model was based on previous local research and was 
developed in collaboration with local Aboriginal Elders and the area mental health service (refs 
25,26). After pilot testing, the program was adopted by local Aboriginal Elders and is currently 
run by them. 
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Collaboration: bridging the rural divide:  The MHA 
initiative illustrates the benefits of collaboration on a national 
level. MHAs located across the country accessed the support 
and sharing of intellectual ideas through the formalised 
networking process of bimonthly teleconferences. This 
engagement was further promoted through two large 
collaborative projects. 
 
In 2010, funding was provided through the Australian Rural 
Health Education Network to conduct a project comprising 
three components, which was jointly completed by MHAs 
from four UDRHs. The project, 'Improving mental health 
services in rural and remote Australia – recruitment and 
retention of rural health professionals', focused on the 
development of an online self-directed supervision training 
package. It included an early recruitment pilot for allied 
health student placements for those considering mental health 
as a career path and an evaluation of an online cognitive 
behavioural therapy training program for rural and remote 
health professionals27. 
 
In 2012, a national collaborative project that scoped the provision 
of mental health placements in rural and remote Australia was 
undertaken by all 11 UDRHs, with MHAs playing a central role at 
each site. This project was divided into two key activities. The first 
activity examined which health discipline participated in mental 
health clinical placements, where these placements occurred, for 
how long, and what assisted or deterred the placement as an 
effective learning experience. The second activity examined the 
student, educational institution and service providers’ perceptions 
of what influenced the mental health placement experience. 
Recommendations from the analysis conducted formulated a 
position statement including recommendations to shape the future 




There is increasing recognition that mental health practice in 
rural and remote areas requires a different approach and that 
rural or remote based health professionals have common 
practice characteristics that are different from urban 
counterparts. The MHA initiative, developed to meet the 
needs of rural and remote Australia, reflects this, being 
strategically located to bridge the gap between education and 
practice, community consultation and improved health 
outcomes. 
 
Flexibility, diversity and connectedness 
 
The role has essentially adapted within each location to meet 
community needs and to support strategies required to 
provide quality local mental health care. Each academic, in a 
different setting, has responded to the broad guidelines of the 
program in flexible and diverse ways. Locally based and 
locally responsive MHAs define the work they do, not only 
according to the program KPIs, but also on the ability to 
connect with those in the rural or remote communities in 
which they work. As the MHA role is embedded within the 
community there is the opportunity to access and contribute 
to the intimate knowledge of what is required to enhance 
mental health care in rural and remote locations and to 
respond to the sensitivities of each community and region. 
Each MHA, being strategically placed in their current 
geographic location, not only identifies what is required from 
the ground up but has the opportunity to act as an advocate to 
promote change from the top down (ie through consultation 
with key mental health agencies and government). In addition 
to the broad program aims, the regular interaction between 
the geographically dispersed academics, each within an 
established academic department, has limited the dual risks of 
constantly ‘reinventing the wheel’ and of diverting resources 
into unhelpful approaches that may be avoided with the 
greater perspective of other colleagues. 
 
The locally informed and connected approach undertaken by 
the MHAs may also be relevant to other areas of rural and 
remote health care, especially sensitive areas in which local 
knowledge, connections, credibility and flexibility are 
paramount. Whilst no single model will meet health needs in 
rural and remote Australia, based on the experience of the 
MHA initiative, supporting academics with clinical and 
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community connections to promote rural and remote health 
and wellbeing in key health target areas is worthy of wider 
consideration.  
 
Promoting recruitment and retention 
 
MHAs recognise the value in supporting student learning and 
facilitating quality rural and remote placements in order to 
attract new graduates to mental health professions and build 
greater capacity of the rural and remote mental health 
workforce. In addition is a competing recognition of the need 
to support the retention of existing practitioners through the 
provision of rurally and remotely delivered quality education 
and training. The combination of academic skills and locally 
recognised health professional expertise has enabled the 
provision of evidence-informed education and training to 
rural and remote mental health professionals. A potential 
benefit of such locally provided ongoing professional 
education is the networking and associated peer support that 
may promote rural and remote mental health professional 
retention. 
 
The MHAs in their role deliberately stepped outside the 
traditional expectations of academic teaching, often focused 
on large numbers of university students. The target group 
involved in MHA-supported education and training was 
wider, prioritising increased knowledge and skills of both 
existing health professionals and students in traditional health 
environments as well as those working in the mental health 




In addition to the strength of partnership between the MHAs 
as a group, the strength of the partnerships developed 
between the MHAs, local health districts, primary healthcare 
agencies and community based health programs facilitated the 
ability of the role to integrate within each community. 
Figure 1 depicts the interchange between connectedness, 
diversity, flexibility and collaboration. 
 
Establishing professional credibility was crucial to integration 
across all levels of liaison activities and negotiation. For the 
MHA role to fully understand local community and service 
provider needs in supporting the development of quality 
mental health care, a strong foundation of reciprocity and 
commitment is required. The leadership provided by the 
MHAs to engage with change and be accessible have been 
common characteristics of the MHA culture. 
 
Collaboration amongst the MHAs has extended beyond mere 
peer support. Regular MHA contact has maintained focus on 
the agenda for rural mental health, with benefits in 
overcoming academic isolation. A further valued element has 
been the range of professional backgrounds and perspectives 
the MHAs have brought to the initiative. 
 
Some difficulties of the MHA role have been highlighted. 
Perhaps not unexpectedly, recruitment of suitable staff has 
sometimes been problematic, especially in more remote 
locations. Another issue has been the need to support services 
that do not readily fit within the KPIs – for example the need 
to provide supervision, not only for students (as in KPI 4), 
but also for early career rural mental health professionals who 




This report, on the Australian MHA project, suggests that 
placing MHAs in rural university departments can help to 
address important rural and remote health issues including 
limited access to mental health care and limited community 
awareness of mental health issues. Furthermore, MHAs can 
enhance mental health skill development across a range of 
rural health professionals. Important factors in the success of 
this initiative include adopting a flexible approach, 
responding to local mental health needs, engaging with both 
local health services and community groups and collaborating 
as a network of MHAs across the country in supporting the 










DOH, Department of Health. KPI, key performance indicator. MHA, mental health academic. 
UDRH, University Department of Rural Health. 
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